Pancreaticoduodenal artery aneurysms are rare and have been reported in association with recurrent pancreatitis!.2. Excision of the aneurysm cured the patients of further pancreatitis. We report a case in which excision of such an aneurysm failed to prevent further attacks of pancreatitis.
Case report
A 58-year-old woman was admitted with a mild attack of acute pancreatitis. No predisposing factor was found on systematic enquiry or on initial investigation with ultrasound. She made an uneventful recovery and was discharged home to await further investigation. Three weeks later she was re-admitted with a further attack of mild pancreatitis. There was no evidence of alcohol ingestion and a repeat ultrasound scan failed to demonstrate gall stones. This second attack settled but while awaiting further investigations she had another attack of abdominal pain with hyperamylasemia. This settled spontaneously only to recur one week later.
CT scanning and endoscopicpancreatography demonstrated a normal pancreatic duct system with mild oedematous swelling of the pancreas. Within the capsule of the pancreas in the region of the pancreatic neck there was a calcified ring shadow, consistent with a vascular aneurysm. Selective arteriography confirmed the presence of an aneurysm at the bifurcation of the inferior pancreaticoduodenal artery. The visceral vessels were otherwise normal.
At laparotomy there was evidence of recent acute pancreatitis. The gallbladder appeared normal and contained no palpable stones. The bile duct also appeared normal. The pancreatic head was mobilized across the midline to the level of the aorta. There was a 2.5 em calcified aneurysm on the posterior aspect ofthe neck of the gland. The aneurysm was excised. The patient made an uneventful recovery and was discharged home on the 9th postoperative day. Histological examination showed the aneurysm to be of atherosclerotic origin.
Three months later she had a further attack of pancreatitis. Ultrasound examination on this occasion demonstrated multiple small gallstones. At subsequent cholecystectomy the stones were impalpable. Twelve months later she has had no further attacks of pain.
Discussion
Pancreaticoduodenal artery aneurysms are rare. The first reported case was by Ferguson in 1895 3 • The first successfully-treated case was reported in 1951 by Van Ouwerkerk4, who electively excised such an aneurysm. Twenty-three cases were reported up to 1977 5, and a further six cases have been reportedv".
Most aneurysms of the pancreaticoduodenal artery are atherosclerotic in origin and 65% present with rupture, which carries a mortality of 50%5.
Pancreaticoduodenal artery aneurysm has been described in association with recurrent pancreatitis and is considered by some to be a rare cause of pancreatitis '", In 1956 Hendrick! excised an aneurysm of the pancreaticoduodenal artery in a patient with recurrent pancreatitis; the aneurysm was noted to be causing pancreatic duct obstruction. Following excision of the aneurysm the patient suffered no further attacks of pancreatitis. In 1957 Catanzaro et ai. 2 described a similar case again with pancreatic duct obstruction. Excision of the pancreaticoduodenal artery aneurysm cured the patient of further pancreatitis. It seems that duct obstruction by the aneurysm caused pancreatitis in these cases. Harris et aL11 reported two cases of recurrent pancreatitis associated with pancreaticoduodenal artery aneurysm. The authors attributed these aneurysms to chronic pancreatitis and pseudo-cyst formation.
We believed that excision of the aneurysm in our patient would prevent further attacks of pancreatitis. This was not however the case and she developed a further episode of pancreatitis due to previously undetected gallstones.
We would recommend cholecystectomy at any operation on a patient with pancreatitis of whatever aetiology, even if no gallstones can be demonstrated. This will remove impalpable stones and will make it unlikely that further stones will develop. Cholecystectomy will also help to prevent subsequent confusion if the abdominal pain recurs. Cutaneous manifestation of Crohn's disease may appear sometime after gastrointestinal presentation. To our knowledge this is the only case reported where the vulval lesion did not appear until 20 years after the initial diagnosis had been made. The patient had suffered no cutaneous involvement in the intervening) ears.
Case report
A 59-year-old married woman was referred to the gynaecological outpatient department with a one year history ofleft sided vulval swelling and tenderness. She had a past history of ulcerative colitis which had been diagnosed on rectal biopsy in 1967. This was initially controlled by salazopyrin therapy but a series of severe exacerbations of the disease resulted in her having a total colectomy and ileostomy in 1973. Following this, the disease remained quiescent and she was discharged from the surgical clinic on no treatment in 1981. She had been well since.
On examination she appeared pale. Abdominal examination revealed a functioning ileostomy. There were no palpable masses. There was swelling and oedema of the left labium majus which was twice the size of the right (Figure 1 ). She had a grossly hypertrophied clitoral hood with several superficial ulcers on the skin around the clitoris, perianal region and lateral margins of the labium majus, some of which were infected. The entire skin surface was reddened and inflamed. The vaginal epithelium was atrophic and there were thin filmy adhesions in the vaginal vault. The uterus and adnexae were normal.
Two biopsies were taken. Histology revealed hyperplasia of pseudocarcinomatous appearance. The specimen contained profuse numbers of chronic inflammatory cells, predominantly lymphocytes and plasma cells. In addition there were numerous non-caseating granulomata composed of Langhans type giant cells and epithelioid cells. Special stains showed no evidence of acid-fast bacilli. On the result of the histology a diagnosis of Crohn's disease was made. The histopathologist was asked to review the histology of the patient's colectomy specimen, of 14 years previously. The conclusion drawn was that because of the active nature of the colitis it would have been difficult to have made a firm diagnosis at that time. On balance and in the light of subsequent findings it was concluded that a diagnosis of Crohn's disease would have been more likely.
The patient was initially managed with Dermovate NN Cream applied to the vulva thrice daily. When reviewed 2 months later her symptom of pain had improved dramatically. However, on clinical examination the vulva appearance remained the same. She was therefore commenced on metronidazole 400 mg twice daily. After 3 months' therapy there was complete symptomatic and objective healing which has been maintained one year after discontinuation of all treatment.
Discussion
Extensive cutaneous ulcerative Crohn's disease affecting the vulva was first described in 1965 1 • Some authors have now reported incidences of cutaneous manifestations of Crohn's disease to be present in between 22 and 44% of cases 
